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Ab s t r Ac t 
Background: Morel-Lavallée lesion is a rare clinical presentation which involves detachment of skin and subcutaneous fat from underlying fixed 
fascia which mainly occurs after traumatic injury. Morel-Lavallée lesions require immediate attention because it may lead to superinfection and 
poor patient outcomes, if treatment is delayed.
Materials and methods: A detailed case study was done of three patients who were diagnosed with Morel-Lavallée lesion at the outpatient 
surgery department of tertiary care center at Amritsar.
Results and conclusion: Patients were treated either surgically or conservatively and they responded to treatment. It can be concluded that the 
initial treatment is critical to shortening the clinical course and preventing the recurrence. Early diagnosis and management are essential. The 
Morel-Lavallée lesion is usually missed during the initial assessment, so a thorough clinical examination of roadside accident should be done 
to rule out such lesions. Neglected lesions can become infected and progression of lesion may lead to extensive skin necrosis.
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In t r o d u c t I o n 
Morel-Lavallée lesion, also called as the closed degloving injury, is 
a rare clinical presentation which requires early diagnosis for better 
prognosis. These lesions require early diagnosis because they are 
slow to develop and may clinically be misdiagnosed as a soft tissue 
tumor. A report of three cases is being presented.

Morel effusions are a rare finding and its detailed account for the 
first time was given by The French Physician Maurice Morel-Lavallee. 
Later on Letournel and Judet described the degloving injuries that 
occurred over the greater trochanter region as Morel-Lavallée 
lesions.1,2 This injury occurs due to the experience of a tangential 
force to the skin surface resulting in the detachment of skin and 
subcutaneous fat from more fixed underlying fascia.3 A cavity 
is created by this separation, which gets filled with hematoma. 
Hematoma results due to the disruption of arteries that perforate 
the fascia. Virtual cavity, thus formed, gets filled with blood, lymph, 
and debris.2 These lesions have been registered under diverse 
names, which includes pseudocyst, posttraumatic cyst of soft tissue, 
Morel-Lavallee effusion, and Morel-Lavallee extravasation.4 These 
lesions originate due to traumatic injury but in one third of the 
cases traumatic injury may be absent. Clinically the lesion usually 
presents as swelling or fluctuant area over the skin, which may 
grow in size, decrease in size, or remain stable. These lesions may 
be accompanied by necrosis and infection of the overlying skin. 
In some cases, these lesions may go unnoticed and detected only 
after months or years of traumatic history.5 The most common site 
involved is the thigh over the greater trochanter, but abdominal 
wall, lower lumbar, spine buttocks, and regions of the scapula may 
also encounter such lesions. The trochanteric region is the most 
sensitive or vulnerable because of the rich blood supply in this 
region along with fixed fascia and relatively mobile overlying skin.5

cA s e  de s c r I p t I o n s 
Case 1
A 43-year-old male presented with a chief complaint of necrotic 
tissue on proximal part of the left lateral thigh and swelling on the 

lateral aspect of the left thigh (as shown in Fig. 1A) after roadside 
accident. The patient met with roadside accident about 2 weeks 
from presentation. Swelling developed few days after roadside 
accident. Initially the patient got treated for this swelling at one 
private nursing home where magnetic resonance imaging (MRI) 
of the left thigh was done, which showed a well-circumscribed 
subcutaneous collection (Fig. 1B) of low T1 signal and increased 
short tau inversion recovery (STIR) signal superficial to the 
tensor fascia lata, vastus lateralis, rectus femoris, vastus medialis, 
semimembranosus, and biceps femoris muscles, containing a 
lobule of internal fat signal. The MRI of the left thigh showed a 
well-circumscribed subcutaneous collection of 1.5 × 8.3 × 30.5 cm  
[anteroposterior (AP) × transvers (TR) × craniocaudal (CC)] 
suggestive of Morel-Lavallée lesion. Patient was treated at a 
private nursing home where a small incision was made on the 
swelling and the fluid was aspirated followed by the application 
of compression bandages. The same was repeated daily for about 
a week, but the patient did not respond to treatment and was 
referred to an advanced center. When the patient was presented to 
the outpatient department (OPD) of tertiary care center at Amritsar, 
about 1 L of fluid was aspirated from the already made incision, free 
flow of fluid was observed, and swelling subsided to some extent 
initially but occurred again after 2 days. Later on the wound was 
explored in the operation theater, pseudocapsule found as shown 
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in Figure 1C, excised, and closure done in layers. Later the wound 
was managed by vacuum-assisted closure (VAC) dressing (Fig. 1D); 
sclerodesis, and split skin grafting (Fig. 1E) were also done. Patient 
responded to treatment.

Case 2
A 19-year-old male patient in the OPD presented with an alleged 
history of roadside accident with a wound on the medial side of 
the left mid-thigh. It was associated with a small wound on the 
lateral aspect of the middle one third of the left thigh, and there 
was also a fluctuant swelling between two wounds as evident 
in Figure 1F. Patient was getting regular dressings for the same 
from some private hospital but was not relieved. It was explored 
in the operation theater and was found to be a pus filled cavity 
communicating with the wound regions. About 1 L pus was drained 
(Fig. 1G) and sent for culture sensitivity. Aseptic dressing was done 
with the betadine-soaked role gauge for a week and later on a 
VAC dressing was done. The cavity so formed after pus drainage 
became shallow after the first VAC dressing and was obliterated 

after second VAC dressing as evident in Figure 1H. Later on split 
skin grafting was done (Fig. 1I). The patient responded well to 
treatment and recovered.

Case 3
A 43-year-old male patient came with an alleged history of roadside 
accident with maxillofacial trauma and closed degloving injury 
on the left thigh. Multiple aspirations of 500 mL to 1 L fluid were 
followed by compression bandages. Patient responded to the 
treatment and recovered.

dI s c u s s I o n 
Clinically, this case study is important because Morel-Lavallée 
lesions are rare. Healthcare professionals involved in emergency 
services are not very much familiar with the Morel-Lavallée lesions.6 
Morel-Lavallée lesions are most commonly encountered over 
the lateral trochanter and proximal thigh, and this region is most 
vulnerable due to good vascular supply; but the slow development 
of these lesions makes the clinical diagnosis a cumbersome task. 

Figs 1A to G: (A) Clinical picture shows free flow of fluid from the swelling; (B) Magnetic resonance imaging of left thigh showing fluid collection; 
(C) Intraoperatively showing pseudocapsule formation; (D) Wound after vacuum-assisted closure dressing; (E) Intraoperatively after split skin 
grafting; (F) Preoperative wound presentation; (G) Intraoperative pus drainage; (H) Pus drainage obliteration after VAC dressing; (I) Postoperative 
after split skin grafting
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In the acute traumatic injuries, these lesions should be managed by 
surgical intervention to prohibit infection.7 Therefore, diagnosis at 
early stages of degloving soft tissue injuries poses a challenge for 
clinicians. Sometimes these lesions may become large enough to 
be misdiagnosed as a tumor of soft tissue.2 Sometimes peripheral 
capsule formed due to inflammatory reaction may lead to 
perpetuation of the lesion.1,7,8 Therefore, early diagnosis of Morel-
Lavallée lesions are very much crucial for prognosis. The main 
modality of diagnosis are ultrasonography, MRI, and computed 
tomography.9 Ultrasound-guided aspiration and local compression 
may be the treatment modalities for these lesions.2 Other treatment 
modalities may include debridement followed by skin grafts, free 
tissue transfer, and revascularization.10 Advanced technique for the 
management of closed degloving injuries is VAC.10

co n c lu s I o n 
It can be concluded that the initial treatment is critical to shortening 
the clinical course and preventing the recurrence. The Morel-
Lavallée lesion is usually missed during the initial assessment so 
a thorough clinical examination with roadside accident should 
be done to rule out such lesions. Neglected lesions can become 
infected and progression of lesion may lead to extensive skin 
necrosis.11 Early diagnosis and management are essential.
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